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INDEX OF SURGICAL PROGRESS. 


II. A Case of Subluxation of the Axis with Recov¬ 
ery. By M. Annequi.w A liorse soldier was thrown with his head 
forcibly flexed on his chest. Symptoms of injury were so slight that it 
was more than a month before the injury was suspected ; the man hav¬ 
ing returned to duty, but being invalid on account of mumps, a stiff¬ 
ness of the neck led to the discovery of a bony projection into the 
pharynx with a corresponding depression below the occiput. There 
was no apparent hatmorrhage.— LeBull. Med.. June 19, 1887. 

A. F. Street (Westgate). 

III. Treatment of Adenoid Vegetations of the Naso- 
Phary'nx. By Dr. R. Calmettes (Paris). The writer strongly advo¬ 
cates the complete temoval under an anaesthetic of these growths at 
one sitting. He uses the large curved cutting forceps, but has aided 
their employment by a manoeuvre designed to draw forwards the soft 
palate and thus expose more readily the field of operation. An india- 
rubber tube is passed through the least obstructed nostril and its distal 
end made to protrude into the pharynx. This is then grasped by for¬ 
ceps and drawn through the mouth. By traction on the loop it is now 
obvious that the soft palate and uvula can be pressed forwards against 
the hard palate. The index finger is used for exploring the site of the 
tumors and facilitating their removal, and at the end of the operation 
it is forcibly introduced into both the posterior nares to make sure that 
they are clear. The use of ice and boracic acid powder insufflations 
for the nose form the after-treatment.— Gaz. Med. de Paris. June 4, 
1887. 

J. Hutchinson (Londoo)- 

IV. Lateral Pharyngotomy for Removal of Tonsillar 
Tumors. By Prof. Obalinski (Cracow). In view of the chaotic 
state of these operations 0. with a case illustrates a modified form of 
Mikulicz's operation, or rather of his first method as he claims to have 
also operated with a like modification. 

One external incision runs along the front border of the stemo-cleido 
from mastoid process to annular cartilage; the other is from the angle 
of the jaw, perpendicular to the first. The lower jaw is sawed 
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through 1 ctm. above the angle (between temporal and masseter mus¬ 
cles), but the joint piece is not removed. The two segments are drawn 
apart by hooks, and after removal of the tumor, brought back and 
doubly wired together. 

Before closing the wound a tube was inserted reaching to the stom¬ 
ach. This could be removed in 10 days. Patient was discharged re¬ 
covered, in 5 weeks, and with a normally acting jaw. This method 
he recommends in high pharyngeal resection; Gussenbauer’s incision 
simply is sufficient in low; whilst for cases where the tumor involves 
the floor of the mouth Langenbeck’s or Kocher’s cut is most suitable. 
— C-entbl.f. Chirg ., 18S7, No. 2S. 

CHEST AND ABDOMEN. 

I. On the Operative Treatment of Pyloric Stenosis. By 
Prof. Mikulicz (Konigsberg). Heinecke, two years since, cured a 
case of cicatricial stenosis of the pylorus, by slitting the constricted 
spot longitudinally and uniting the wound in transverse direction. 
Without knowing of this case M. did the same operation on a woman, 
tet. 20 years, with excessive stricture. The momentary functional suc¬ 
cess was brilliant, but death resulted in three days from increasing 
collapse. Below the pylorus was a 2 ctm. deep ulcer reaching into 
the substance of the pancreas. The previous haemorrhages after each 
taking of food had nearly exhausted the patient. The ulcer was 
seared with the thermo-cautery, stopping further hatmorrhage. In 
this case neither resection nor gastro-enterostomy would have an¬ 
swered—Proceed. XVI Germ. Surg. Congress in Ctntlb. f. Chirg., 
1SS7, No. 25. 

II. To Find the Beginning of the Jejunum. By Dr. E. 
Hahn (Berlin). In demonstrating an operated case of gastro-enteros¬ 
tomy H. stated that from numerous trials on the cadaver he had found 
this was very easy to accomplish. After incision of the abdominal 
wall the omentum and colon are pushed up, when the index finger and 
thumb of the right Hand determine the part of the pancreas lying on 
the vertebral column, and seize the loop (of intestine) which crosses 



